A 31-year-old man presented to the emergency department with meatal infl ammation, dysuria, and mucopurulent penile discharge, diagnosed as urethritis and treated empirically with levofl oxacin. He was referred to the genitourinary medicine clinic for a full screening for sexually transmitted disease. The results were negative.
sions, reduced articular space, widening of the joint space, and incipient ankylosis. A diagnosis of reactive arthritis was made based on the presence of urethritis, ocular symptoms, circinate balanitis, and radiologic evidence of sacroiliitis. In addition, the chronic infl ammatory back pain and bilateral sacroiliitis indicated developing ankylosing spondylitis according to the modifi ed New York criteria. 
■ THE MANY FEATURES OF REACTIVE ARTHRITIS
The American Rheumatology Association diagnostic criteria for reactive arthritis include asymmetric arthritis that lasts at least 1 month and at least one of the following symptoms: urethritis, infl ammatory eye disease, mouth ulcers, circinate balanitis, and radiographic evidence of sarcoiliitis, periostitis, or heel spurs.
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Keratoderma blennorrhagicum is another extra-articular manifestation. These symptoms typically start within 1 to 6 weeks after urogenital infection with Chlamydia trachomatis or gastrointestinal infection with Salmonella, Shigella, Yersinia, or Campylobacter species. [1] [2] [3] There is great variation in the severity, number, and timing of clinical features in reactive arthritis. The diagnosis can be diffi cult because only about one-third of patients show the complete classic triad (conjunctivitis, urethritis, arthritis). HLA-B27 positivity is associated with more frequent skin lesions and axial involvement. 4, 5 
